Mr H S Wolff (Clinical Research Centre, Harrow): I want to suggest some additional activities for Miss Greaves' organization. I want to encourage her to continue the attack on the Government in the way that she has outlined, but one other activity which she might consider is to encourage people who are in ordinary employment, and particularly slightly better paid employment, to take advantage of the extraordinarily low costs of permanent disability insurance. I do not work for an insurance company, but men or women in their early 30s can probably guarantee themselves a sum up to 75% of their income for the rest of their life for something rather less than 1% of their annual income. Anyone in a semiprofessional or well paid manual occupation should either through his employer or his own efforts take steps to protect himself and to insulate the family for amounts of money which are almost trivial in present circumstances. Publicity about this type of insurance would be useful and there should be pressure on employers to make this part of the benefits given to an employee. This would help save a good deal of misery and apprehension.
A second useful activity would be to talk to insurance companies about the fact that while it is a recognized disaster when the breadwinner becomes disabled it does not appear to be recognized as such when a housewife becomes disabled. There might be a place for some kind of husband and wife joint disability policy, where a sum which bore some relationship to the husband's income might be doubled in the event of the wife being disabled. On the whole, the incidence of disability is low and there is a low premium.
Miss Mary Greaves: I must deal with this question of pressuring Governments. I am something of an expert at that and it would be bad strategy on my part to suggest how to relieve the Government of their responsibilities. We are not against the Government's new policies, we want them to do more. They are making provision for private occupational schemes and for their own reserve scheme for people who do not take up the occupational schemes. This is what is required and it is done in a lot of European countries. It must be voluntary so far as the private schemes are concerned, and the people who have not the foresight to take those up must be provided for because we cannot have them lying about in the gutter; therefore there must be a reserve scheme provided by the Government.
There is another point I would like to raise. At a conference on Invisible Handicaps'in Industry (held on 23 May 1972 by the British Diabetic Association, the British Epilepsy Association and the National Association for Mental Health) I was very pleased to hear it declared categorically by one of the speakers, who works for the Prudential Assurance Company, that the statement by some commercial organizations, banks in particular, that they cannot engage a disabled employee because he could not join their superannuation schemethe implication being that the company running the superannuation scheme will not accept such a personis, to quote the speaker verbatim, 'hooey'. The incidence is so small that it makes no difference to the scheme if a disabled person belongs to it. Anyone on the pay roll of an organization can partake of the superannuation scheme. The situation would be unlikely to change unless an organization were employing at least 50% of disabled people likely to be alive and to use the scheme. It is essential for all of us working in this area to fight this idea. There is an organization for disabled professionals and I hope they will be taking this matter up strongly.
The Chairman: We have heard a great deal about communication. This has obviously been a major point and it embraces the Treasury, employers, and communications from doctors to homes, as well as the social services. I know how immensely valued this is by the clergy. We are a mixed bag but here is a real need for close co-operation. Normally life presents a wide, and for some a perplexing, range of doors to open. As Miss Greaves has said, only some of these doors can be opened by the severely disabled. This can focus their capacity for discovery, to see how best they can contribute and live. For these people the medical profession can indicate what doors are open and what opportunities offered. That factual knowledge clearly needs to be provided. Equally important and much more subtle is the capacity or the will of the disabled person to seize and develop those opportunities. One of the things that makes life so exciting is that one never discovers the limits of what is possible. Those who have spoken have very clearly illustrated this.
The Response
Chairman: Rt Hon Lord Rosenheim KBE MD FRCP Dr J J McMullan (Chesham, Buckinghamshire) Care in the Community Care in the community requires that the community does care by social organization and by individual intention, interest and involvement. The phrase 'community care' assumes more than it provides and many areas of this country still lack both the fabric and the facilities for adequate community care. There are three main requirements: (1) Fabric and facilities, i.e. homes and helpers. (2) Diagnosis not merely attaching disease labels to parcels of symptoms but, as the original Greek word suggests, 'knowing through' the functional implications of the disease process and the real dis-ease the patient experiences. (3) Actionmaking best use of resources, material, scientific and spiritual.
Possibilities in Practice
Homes and services will never be entirely adequate, and I wish to speak as a general practit-ioner of those things which can be done, even with inadequate means. I believe that a general practitioner should give personal, comprehensive and continuing care, but he can no longer do this alone: a team approach with all the caring professions is needed. His patients' beds should be in their own homes, in the community. Homes may be inadequate. Then the community hospital, where the general practitioner can continue to look after his patient, with nursing staff who also work in patients' homes, is required. Sometimes the severity of the illness demands admission to a more specialized district or regional hospital with sophisticated (and expensive) equipment and staff. Wherever possible the patient's own home should be made suitable and often equipment can be brought to the patient's home.
Housing and Homes
Well-designed homes are good for both the ablebodied and the disabled; and needed for both. If the general level of housing were better, the general practitioner would more often be able to care adequately for the patient at home. More accommodation for the disabled and elderly is urgently needed. Fig 1 shows small bungalows grouped round a welfare home, each independent, but linked to the warden by voice intercommunication.
Much of our housing is a national disgrace. Until it is substantially improved, general practitioners will be faced with scenes such as Fig 2 showsthe kitchen of an elderly patient discharged from a psychiatric hospital in 1968 for a weekend at home alone. I do not believe that a species that can send men to the moon and back is incapable of providing adequate housing for its fellows. The scale of provision required is, of course, enormous, and the economic return almost nil. It is neither right nor reasonable to blame politicians alone for this state of affairs. Until the economy serves people instead of people being bent to the needs of the economy, no politician can succeed.
Disability and Impairments
Now I would like to turn to the things I believe the general practitioner can bring to the care of physical disability in the community. First we must clearly distinguish between disability and the impairment which causes it. Disability is defined 'in functional terms as limitation of performance of one or more activities essential to daily living ... (1) mobility: walking, negotiating stairs, transfer in and out of bed or chair, and travel; (2) self-care: feeding, dressing and toilet (3) domestic duties: shopping, preparation and cooking of food, household cleaning, clotheswashing, and/or (4) occupation: the ability to hold unmodified employment in open industry appropriate to. .. age, sex, and skill.' Impairments are'. . . the anatomical, pathological, and psychological disorders which may cause or be associated with disability ... those affecting locomotion; . . . those of sensory origin; those referable to internal medicinefor example, cardiac and respiratory disordersand those of primarily psychological origin together with unclassifiable organic disorder' (Bennett et aL 1970) .
It is still important to distinguish between cause and effect. The presence or severity of the disability is not solely determined by the severity of the impairment. The loss of the little finger of the left hand would cause substantial disability in a professional violinist, but not to many others.
Dr Nichols will discuss the assessment of disability. This is a vital step for the general practitioner to carry out himself so far as he can, and with skilled help where necessary. Critical assessment pin-points the problem and enables an informed decision to be made, in conjunction with the patient, relatives and helpers, about the best way to limit or reduce the disability. It also Fig 2 Kitchen ofelderlypsychiatric patient sent homefor a weekend alone encourages the patient, who feels his problems are understood, it aids communication and it helps to direct efforts towards a common and realistic goal.
Action
As a result of adequate assessment, the necessary aids and appliances, house modification or social support (e.g. home help, meals on wheels, sheltered employment) can be determined. The general practitioner may not play a major role in the gathering of information, but he should be able to co-ordinate activities and help in decisions or, if he cannot do so, he should know who will do this and what is decided. Sometimes it will be done in hospital, or at a distant rehabilitation centre. The general practitioner will not always be able to contribute, but his involvement is always possible and necessary to some degree.
Behaviour
Those with a severe disability tend to become isolated, and well-meaning but misdirected attempts to help may accentuate this. The disabled wish to be active and to contribute to society as much as those who are not disabled.
Disabled people come in all sizes, shapes and colours, with about the same proportion of saints and sinners as in the general population. The fact that some are more realistic, frank, equable and reliable than their able-bodied cousins, and others (though perhaps proportionately fewer) quite the reverse, is not always recognized. We all have human needs as groups and as individuals. The physical needs of individuals are usually met, but emotional needs are often forgotten. Prominent among these needs is the wish to belong to the group, and yet to satisfy individual aspiration in worthwhile work and recreation. Work is particularly important in satisfying group and emotional needs. The disabled person in the right job is often outstanding because he values his job even more than the able-bodied.
The patient should come first in medical care and the general practitioner can do much to ensure that this is so. It is always rewarding to promote the inner resources of the patient for self-help.
Prevention
The general practitioner should be active in preventing disability. Primary prevention (e.g. by diet, regular exercise, or elimination of smoking) will combat some causes of disability. Planning ahead, speedy treatment and early rehabilitation (e.g. in coronary thrombosis, fractures, strokes) will limit the extent of disability by secondary prevention. Support and services provide tertiary prevention of disability by reducing deterioration and improving established disability. All require to some extent an alteration in behaviour, and primary prevention is dependent on the alteration of ingrained habits: this remains difficult but it is not impossible. Functional assessment is usually based upon activities of daily living (ADL) such as the ability to dress, wash, manage personal toilet and move from place to place. Each activity can be 'structured' or formalized; and having established a standard set of daily living activities it is possible to devise a nominal scale of scoring according to the patient's independence (Carroll 1968) . Such tests, when carefully structured, give consistent results and are a good method of assessing changes in performance as, for example, before and after reconstructive surgery, or during the early rapid recovery after a stroke. But they suffer from many defects (Townsend 1962) . After a period of rehabilitation a patient may achieve considerable improvement in social activity, with no change in ADL score. Furthermore, the test situation itself adds to the problem of scoring and interpretation: the fact that a patient performs well in a test situation is no indication that he will continue to do so when away from the hospital and it is difficult to relate the significance of one activity to another.
A different approach to functional assessment is to develop a-series of test activities involving the basic movements of limbs and trunk, and grading these by resistance, or weights, or difficulty of manoeuvre (Jeffreys et al. 1969 ). Such tests have the attraction of simplicity and reproducibility, but they suffer from the same defects as the ADL tests as regards their value in assessing the patient's true disability and capability. Bennett et al. (1970) and Garrad & Bennett (1971) have developed the concept of disability based on appreciation of inability to perform the essential activities of daily living and show that structured interviews can be accurate and reproducible. But unless this type of survey is closely
